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  ﻣﻠﺨﺺ أﻃﺮوﺣﺔ
  
  :ﺧﻠﻔﻴﺔ
  
        ﻋﻤﻠﻴﺔ ﻗﺺ اﻟﻌﺠﺎن ﺗﻤﺎرس ﺑﺼﻮرة ﺷﺎﺋﻌﺔ دون وﺟﻮد دﻻﺋﻞ ﻋﻠﻤﻴﺔ ﻟﺠﺪواهﺎ ﻓﻰ 
 .آﻞ اﻟﺤﺎﻻت
 05 أم ﺗﻤﺖ وﻻدﺗﻬﻢ ﻋﻦ ﻃﺮﻳﻖ ﻗﺺ اﻟﻌﺠﺎن وﻋﻠﻰ 95         أﺟﺮﻳﺖ هﺪﻩ اﻟﺪراﺳﺔ ﻋﻠﻰ 
أم دون ﻗﺺ اﻟﻌﺠﺎن ﻓﻰ ارﺑﻌﺔ ﻣﺴﺘﺸﻔﻴﺎت ﺗﻌﻠﻴﻤﻴﺔ ﻓﻰ اﻟﺨﺮﻃﻮم ﻓﻰ اﻟﻔﺘﺮة ﻣﻦ ﻧﻮﻓﻤﺒﺮ 
ﺗﻤﺖ ﻣﻦ ﺧﻼل دﻟﻚ دراﺳﺔ اﻵﺛﺎر اﻟﻤﻤﺘﺪة ﻟﻤﺪة أﺳﺒﻮﻋﻴﻦ . م5002م وﺣﺘﻰ ﻣﺎرس 4002
  .ﻣﻦ اﻟﻮﻻدة ﻟﺘﺤﺪﻳﺪ ﺟﺪوى ﻗﺺ اﻟﻌﺠﺎن ﺑﻬﺪﻩ اﻟﻨﺴﺒﺔ اﻟﻜﺒﻴﺮة
 
  :اﻟﻌﻮاﻣﻞ اﻟﺘﻰ ﺗﻤﺖ دراﺳﺘﻬﺎ
  
 -  اﻹﻟﺘﺌﺎم - اﻟﺨﻤﺞ  - اﺳﺘﺨﺪام اﻟﻤﺴﻜﻨﺎت - اﻵﻻم ﻣﺎ ﺑﻌﺪ اﻟﻮﻻدة -         ﺗﻤﺰق اﻟﻌﺠﺎن 
  .ل ﺳﻴﺮ اﻟﻮﻻدة اﻟﺤﺎﻟﻴﺔاﻧﻄﺒﺎع اﻷم ﺣﻴﺎ
  
  :اﻟﻨﺘﺎﺋﺞ
  
         اﻇﻬﺮت اﻟﻨﺘﺎﺋﺞ ﺣﺪوث ﺗﻤﺰق اﻟﻌﺠﺎن ﻣﻦ اﻟﺪرﺟﺔ اﻷوﻟﻰ و اﻟﺜﺎﻧﻴﺔ ﺑﺼﻮرة أآﺒﺮ 
ﻣﻌﻈﻢ ﺗﻠﻚ اﻟﺘﻤﺰﻗﺎت آﺎﻧﺖ ﺳﻄﺤﻴﺔ وﻏﻴﺮ ﻣﺆﻟﻤﺔ . ﻓﻰ اﻟﺤﺎﻻت اﻟﺘﻰ ﻟﻢ ﺗﺘﻢ ﻟﻬﺎ ﻗﺺ اﻟﻌﺠﺎن
اﻟﻮﻻدة ﺧﺎﺻﺔ آﻤﺎ أﻇﻬﺮت اﻟﺪراﺳﺔ ﺣﺪوث اﻵﻻم ﻣﺎ ﺑﻌﺪ . وﻟﻢ ﺗﺤﺪث ﺑﻬﺎ ﺣﺎﻻت إﻟﺘﻬﺎﺑﻴﺔ
ﻣﻊ اﻟﺤﺮآﺔ واﻟﺠﻠﻮس و ﺣﺪوث إﻟﺘﻬﺎﺑﺎت و اﻟﺤﻮﺟﺔ ﻟﻠﻤﺴﻜﻨﺎت ﺑﺼﻮرة اآﺒﺮ ﻓﻰ اﻟﺤﺎﻻت 
  .اﻟﺘﻰ ﺗﻤﺖ ﻟﻬﺎ ﻋﻤﻠﻴﺔ ﻗﺺ اﻟﻌﺠﺎن
     آﻤﺎ أﻇﻬﺮت اﻟﺪراﺳﺔ أن ﻣﻌﻈﻢ اﻟﺤﺎﻻت اﻟﺘﻰ أﺟﺮﻳﺖ ﻟﻬﺎ ﻋﻤﻠﻴﺔ ﻗﺺ اﻟﻌﺠﺎن أﺑﺪت 
  .ﻋﺪم اﻟﺮﺿﺎ ﺣﻴﺎل اﻟﻮﻻدة اﻟﺤﺎﻟﻴﺔ
  .ﻟﺤﺎﻟﺔ اﻟﺼﺤﻴﺔ ﻟﻠﻤﻮاﻟﻴﺪ ﺑﻴﻦ اﻟﻤﺠﻤﻮﻋﺘﻴﻦﻟﻢ ﺗﻜﻦ هﻨﺎﻟﻚ إﺧﺘﻼﻓﺎت واﺿﺤﺔ ﻓﻰ ا
      
  :اﻟﺨﻼﺻﺔ 
  
         ﻧﻮﺻﻰ ﻣﻦ ﺧﻼل هﺪﻩ اﻟﺪراﺳﺔ اﻟﻰ ﺗﻘﻠﻴﻞ ﻋﻤﻠﻴﺔ ﻗﺺ اﻟﻌﺠﺎن وﻋﺪم ﺗﻌﻤﻴﻤﻬﺎ ﻋﻠﻰ 
  .آﻞ اﻟﻮﻻدات اﻟﻄﺒﻌﻴﺔ
  
 
ABSTRACT 
Background: Episiotomy is a widely done intervention in 
childbirth, regardless of poor scientific evidence for its benefit. 
Settings: In four teaching hospitals at Khartoum state (Khartoum 
Teaching Hospital, the Maternity Hospital, Soba University 
hospital, and Alrabat National hospital). 
Methods: 109 mothers participated in the randomized controlled 
trial comparing delivery with and without episiotomy between 
November 2004 and March 2005 (59 mothers delivered with 
episiotomy and 50 mothers delivered without episiotomy). 1 of the 
mothers in the episiotomy group were primigravidae while only 5 
mothers were primigravidae in the other group. 
Outcome measures: Tears, 5mins Apgar score, postpartum pain, 
healing, infection, analgesic requirement and maternal satisfaction 
compared to previous deliveries. 
Results: Tears complicated 30% of the non episiotomy group 
compared to 10% in the episiotomy group. Most of the tears 
complicating the non episiotomy group were 1st  degree tears, 
anteriorly sited, healed completely, associated with minimal pain. 
       Mediolateral, two thirds were 2nd degree and the rest were 1st 
degree. Two thirds of them were sutured and most of them ended 
with complete healing and caused mild pain. Episotomy was 
associated with more movement restriction, more analgesics 
requirement, more incidences of infection and poor healing than 
spontaneous lacerations and poor  satisfaction compared to the 
other group. There were no statistical significant difference with 
regard to the neonatal outcome and the need for decircumcision 
Conclusions: Avoiding episiotomy at tears increases the rate of 
intact perinea and the rate of only minor perneal trauma, reduces 
postpartum perineal pain and doesnot have any adverse effects on 
maternal or fetal morbidity. 
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INTRODUCTION AND LITERATURE REVIEW 
 Routine or prophylactic episiotomy is an example of an obstetrical 
procedure that persists despite a total lack of evidence for it and a 
considerable body of evidence against it. 
All the pronouncements in favor of episiotomy descend from a 75-
year-old article (DeLee1920) that produced not a shred of evidence in 
its support (1). 
Most recently, Williams Obstetrics (Cunningham, Mac Donald, and 
Grant1989) states ,"The reasons for episiotomy's popularity among 
obstetricians are clear .It substitutes a straight , neat surgical incision 
for a ragged laceration that otherwise frequently results .It is easier to 
repair and heals better than a tear."(2) 
 Human Labor and Birth (oxorn-Foote1986) adds that it prevents 
brain damage by lessening the pounding of the head on the 
perineum (3). 
It was claimed that episiotomy reduces the incidence of cystocele, 
rectocele and stress incontinence. 
The major argument for episiotomy is that it protects the perineum 
from injury. Obstetricians presume spontaneous tears do worse 
damage ,but now that researchers have gotten around to looking 
,every study has found that deep tears are almost extensions of 
episiotomies .This makes sense, because anyone who has tried to tear 
cloth knows, intact materials is extremely resistant until you snip it. 
Then it rips easily by preventing overstretching of the pelvic floor 
muscles, episiotomies are supposed to prevent pelvic floor relaxation 
.But older women currently having repair surgery for prolapse and 
incontinence all had general episiotomies. In any case, episiotomy is 
not done until the head is almost ready to be born, by then; the pelvic 
floor muscles are already fully distended. 
Perhaps the most absurd of all is brain damage from fetal head 
pounding on the perineum .A woman's is soft, elastic tissue, not 
concrete .Till now there is no substantial evidence that episiotomy 
reduces the risk of  intracranial hemorrhage in low birth weight 
infants, or that it improves any measure of neonatal outcome in term 
deliveries (4). 
On the other hand, episiotomy like any other surgical procedure 
carries the risk of blood loss, poor wound healing and infection. 
Obviously an infection could start in a repaired tear, but substantial 
numbers who do not have episiotomies have intact perineum. 
Despite two decades of evidence to the contrary, most doctors and 
some midwives still cling to the liberal use of episiotomy. 
In short routine episiotomy has a ritual function but serves no 
medical purpose.    
 
 
 
 
 
 
 
 
 
 
 LITERATURE REVIEW 
Definition:  
Episiotomy is defined as a surgical incision of the perineum made  to 
increase the diameter of vulval outlet during childbirth (5). 
In strict sense, episiotomy is incision of the pudenda. Perineotomy is 
incision of the perineum. In common parlance, however, episiotomy 
is often used synonymously with periniotomy (6).   
 It is the deliberate incision made on the perineum during the 2nd 
stage of labor to enlarge the vaginal introitus which makes delivery 
easier and thus prevents a lacerated injury to the perineum of the 
mother (7).    
Chamberlain merely described it as an incision in the perineum that 
enlarges the introitus.    
Historical background 
The precise origin of the episiotomy is difficult to determine; 
however, one of the first to describe it was a Dublin midwife, Sir 
Fielding Ould. As early as 1742 in his Treatise of Midwifery in Three 
Parts, he recommended the procedure for some cases in which the 
external vaginal opening was so tight that labor was dangerously 
prolonged (8).  
The first report of episiotomy in the United States is attributed to 
Taliaferro of Virginia. Almost 110 years of Oulds treatise, in a journal 
entitled The Stethoscope and Virginia Medical Gazette, Taliaferro 
published an account of a delivery of a 16 years-old eclamptic 
woman. After 18 hours of labor and at least a quart of blood letting, 
her perineum was sufficiently distended to deliver the infant. 
Thinking a tear of the rectum was imminent, Taliaferro used a scalpel 
to cut a 1-inch left mediolateral episiotomy to facilitate delivery. The 
infant was stillborn but the convulsions ceased postpartum, and the 
woman regained consciousness the following evening. Taliaferro 
wrote "when this was under taken by me, I was not aware of its 
having been done before, and was really afraid that my professional 
brethren would condemn me"(9).   
Indications of using episiotomy were greatly expanded in the United 
States by two obstetricians; Pomeroy & Delee. In The Prophylactic 
Forceps Operation, Delee (1920) claimed the episiotomy would 
preserve the integrity of the pelvic floor and introitus, forestall 
uterine prolapse and rupture of the vesicovaginal septum, and 
restore virginal conditions. Further, episiotomy combined with a 
forceps delivery would save the fetal brain from injury, reduce the 
amount of epilepsy & mental retardation, and prevent anoxia. Delee 
recommended a forceps delivery with a mediolateral episiotomy for 
all nulliparas (1).  
In addition to the strong advocacy of episiotomy by the most notable 
obstetricians of the day, shifting to hospital deliveries also was 
closely associated with the increased frequency with which 
episiotomy were performed (10).    
During the back to nature movement of the 1970s the emphasis was 
on decreasing infections during parturition. Opposition to routine 
episiotomy surfaced in both the United States and Britain (ARMS 
1975 (11), Haire 1972 (12), Kitzinger 1981(7); Thacker and Banta 
1983(14)). 
Two publications were particularly important in demanding a 
reassessment of Routine episiotomy; the first was published by the 
national childbirth trust in London (Kitzinger 1981 (13) and the other, 
by the epidemiologists Thacker & Banta 1983 (14) in the United 
States. These investigators concluded that the wide spread use of 
episiotomy did not withstand scientific scrutiny; that the risk of 
episiotomy had been largely ignored; and that if women were fully 
informed of the risk / Benefit ratio, they would be unlikely to 
consent readily to having a routine episiotomy performed (11). 
Episiotomy rates:  
Episiotomies are more often performed in nulliparous women, 
regardless of the background episiotomy rate (10).  
In 1983 Thacker and Banta reported that about two thirds of all 
vaginal deliveries in the United States were associated with 
performance of an episiotomy. In 1987 Reynolds and Yudkin 
reported a 28% decrease (71% to 43%) in the frequency of episiotomy 
over 4 year's period. In review, Owen, and Hauth reported that 
approximately two thirds of primiparous and one third of 
multifarious women had episiotomies.   
Harrison and coworkers (1984) reported the episiotomy rate in 
primigravidae delivered of the Rotunda Hospital in Dublin, Ireland, 
as 90 percent in the 6 months preceding a randomized trial, one arm 
of which entailed performing episiotomy only if essential. In the 
latter group, the episiotomy rate fell to 8 percent, with 20 percent 
delivering over an intact perineum and 25 percent sustaining only a 
first degree tear (10). 
Olson and associates (1990) from a three-person family practice 
group. These physically reported an overall episiotomy rate of 44%, 
60 percent in nulliparas and 36 percent in   mutliparas (13).  
The mean incidence of episiotomies in Sweden was 30 percent with a 
range in individual hospital of 9 percent to 77 percent (Rockner and 
Olund, 1991) (3). 
There seems to be no consensus over the recommended episiotomy 
rate. In the Audit commission (1997) survey of maternity units, 
episiotomy rates varying from 10-30% were found. The World Health 
Organization recommends an episiotomy rate of 10% for normal 
deliveries (5). 
Indications:  
All current recommendations are towards restricting use of 
episiotomy. However, with good indications benefit is considerable.  
Older textbooks contain long lists of indications to episiotomy. 
Donald listed them into absolute and relative (15).  
A. Absolute indications:   
1. All cases of fetal distress in the second stage of labor.  
2. All cases of prematurity this was also indicated by Bishop EH 
from a study of 16,000 deliveries (16). 
3. All cases of primigravidas breech deliveries.  
4. After previous colpoperineorraphy.  
5. After any operation for the cure of stress incontinence in 
which a vaginal delivery has been decided upon.  
6. Cases of forceps delivery.  
B. Relative indications:  
1. Narrowing of the subpubic arch.  
2. Failure to advance because of perineal rigidity, when the 
presenting part has been on the pelvic floor for more than half 
an hour.  
3. Most cases of face presentation, excluding anencephaly.  
4. When the perineal skin starts to split and a sizeable tear 
appears to be a certainty (15). 
Other added:   
5. A big baby (7, 17). 
6. Persistent occipitoposterior, which has high incidence of 
perineal lacerations (18).  
7. To shorten the second stage of labor for maternal as well as 
fetal distress, for example, pre-eclampsia, heart disease and 
post maturity (15). Decline in episiotomy rates was 
accompanied by increase in the second stage of labor (19). This 
in turn has a positive independent association with early 
maternal morbidity, and has its impact on pre-term infant 
mortality (20). 
8. Prophylactically to prevent future genital prolapse (7). 
9. Shoulder Dystocia (21). 
10.  Female circumcision (22). It was reported in India in 1992 by 
MC Swiney and Saunders that a major postpartum hemorrhage 
occurred in a patient with a previous history of female 
circumcision. Following assisted vaginal delivery 6 liters blood 
loss occurred as a result of tears to the vagina and perineum. It 
was then suggested that to reduce the incidence of tears and 
accompanying hemorrhage, it is advisable to perform two 
episiotomies. Anterior and midline posterior or mediolateral 
(23). Rushwan H. As well, stated the need for anterior 
episiotomy at delivery as a delayed complication in 
circumcised female (24). 
Benefits and risk of episiotomy: 
In 1983, Thacker and Banta published a comprehensive review of the 
English-language literature to 1980 on the benefits and risks of 
episiotomy (14). After examining the available evidence on the 
claimed benefits of episiotomy-prevention of third degree laceration, 
damage to the pelvic floor, and fetal injury (mechanical and hypoxic) 
they concluded that "little research has been done to test for benefit 
of the procedure, and no published study can be considered 
adequate in its design and execution to determine whether benefits 
do in fact result". Conversely, these authors found that the risks of 
episiotomy-extension, unsatisfactory anatomic results, blood loss, 
pain, edema, and infection were "more severe than many might 
appreciate".    
In 1995 Woolley RJ reviewed the English literature since 1980 for the 
benefits and risks of episiotomy. Several district lines of evidence 
have been used to analyze the benefits and risks, ranging from 
longitudinal change in practice, comparison between birth facilities, 
and comparison between delivery attendants, case control study, 
serial observations and randomized controlled trials (4).         
Benefits:  
.1 Prevention of third and fourth-degree lacerations.  
No research of adequate quality has shown that episiotomy 
reduces a patient's risk of third-degree lacerations. This is true for 
mediolateral as well as for midline incision. For both nulliparous and 
parous women, and for operative and spontaneous vaginal 
deliveries.  
On the contrary, observational studies of several different designs 
raise the strong likelihood that episiotomy actually increases the risk 
of anal sphincter damage.  
The use of midline episiotomy has consistently been found to be the 
strongest risk factor for a subsequent severe tear (25, 26, 27, and 28). 
The largest and the recent of the five randomized controlled trial, 
which have uncovered no positive or negative effect is the 
randomized controlled trial comparing routine versus selective 
episiotomy in eight Argentinean hospitals in1993 (29). 
.2 Episiotomy versus spontaneous tear:  
(Until the 1993 edition of Williams obstetrics, it continued to maintain 
that an episiotomy would cause less pain, easier to repair and heal 
better than a spontaneous tear) (30).  
The best recent evidence comparing the injury of episiotomy and 
spontaneous laceration can be summarized as follows:  
a. Pain during delivery: At the time of delivery, episiotomies 
cause more pain than spontaneous tears. There appears to be 
only one study that includes relevant data on the pain left by 
women during delivery. Rockner et al reported a 15% incidence 
of pain during episiotomy (mostly mediolateral), versus non for 
spontaneous tear (31). 
b.  Postpartum pain: In the first several postpartum days, both 
midline and mediolateral episiotomy probably cause more pain 
than spontaneous lacerations, though the evidence is mixing (4).  
c.  Long term pain:  Since the publication of Thacker and Banta's 
review (14), only two papers have found a difference in long-term 
perineal pain between episiotomies and spontaneous tears. At 
three weeks, Rockner et al's patients with a mediolateral 
episiotomy had more pain during sitting, walking, defecation 
and micturition than those with second-degree tear, though the 
difference was not statistically significant in the last two 
categories (31) The Randomized controlled trials of House et al (32) 
and sleep et al (11), the frequencies of mild, moderate and severe 
pain were comparable between the two groups. 
d. Dyspareunia: In South Africa, Bex and Hofmeys surveyed 
women who had delivered their first child at Johannesburg 
hospital 12 to 14 months previously. Current rates of 
dyspareunia were, 38% after mediolateral episiotomy, 0% after 
second-degree tear, and 17% with an intact perineum (33). A 
survey of London women five to seven weeks after delivery 
found that the presence or absence of an episiotomy had no 
effect on the likelihood of a woman having resumed intercourse 
by the time of the interview, while a spontaneous laceration 
delay such resumption, proportionate to its degree (34). 
    In still different findings, 16% of the patients queried by Larsson 
et al had dyspareunia 8 to 12 weeks after an episiotomy versus 
11% after spontaneous laceration (all degree combined), a 
significant difference (35).     
In the randomized controlled trials, sleep et al noted earlier 
return to intercourse among the patients with lower episiotomy 
rates, but no difference in dyspareunia up to three months 
postpartum (5) House et al noted a slightly longer time to 
resumption of intercourse in the liberal use group (6.5 wks) than 
in the restrictive group (5.5 wks)  (32). 
e. Healing problems: Three of the five observational studies 
revealed more problems with early postpartum perineal healing 
after episiotomy than after spontaneous lacerations 
(31,36,37).These investigators used terms "disturbed primary 
healing" (36). "Restoration of the tissue's normal function" (37), and 
"wounds not healed" (31). 
   The fourth observational study used the more specific parameter 
"wound dehiscence" and found no difference between women 
with episiotomy and those with spontaneous lacerations (38). 
Lastly, Hill found no difference on a standardized rating scale 
between patients with episiotomy only, episiotomy with 
extrusion, and spontaneous laceration.  
    Three of the randomized controlled trials of mediolateral 
episiotomy included data on this topic. Harrison et al reported 
no cases of "wound break down or delayed healing" in either 
allocation group (39). The Argentine Episiotomy Trial 
collaborative group detected "dehiscence" and "healing 
complications" (not specified) in 9.4% and 29.8%, respectively, of 
the patients allocated to liberal use of episiotomy, compared to 
4.5% and 20.5% in the restrictive use group, both significant 
differences (25). House et al examined patients for "significant 
granulation" in the perineum at three days postpartum, and 
found it in a similar percentage of women in the liberal (8%) and 
restrictive (12%) trial arms (32) Woolley RJ. Concluded from his 
review of the. English-language literature on episiotomy that 
mediolateral episiotomy is associated with more short-term and 
long-term improper healing than spontaneous tear (4). 
f. Wound infection, edema and haematoma: Neither liberal nor 
restrictive use of mediolateral episiotomy has convincingly been 
shown to increase rates of postpartum perineal infection, edema, 
or haematoma (4).  
g. Ease of repair: Almost none of the trials discussed in the review 
of Woolley RJ include any information on this point (4). The best 
evidence on this matter is provided by sleep et al (11). Their RCT 
found more suture material used in the liberal episiotomy group 
than in the restrictive group. The former also required more 
suturing time.  
3. Prevention of anterior lacerations:  
Analysis by the presence or absence of episiotomy showed that 
"significantly more women who did not under go an episiotomy had 
tears in the labia minora and clitoris area, but these women did not 
have a significantly increased frequency of postpartum pain when 
compared with all (nulliparas) without an anterior tear and the 
postpartum pain did not persist any longer (40).  
In Rooks et al's multi center study of U.S birth centers, 15.2% of 
patients had periuretheral tears without episiotomy, compared with 
5.4% after episiotomy (41).  
Woolley RJ summarized in his review that episiotomy will reduce the 
risk of anterior tears, but it does so at the expense of the much greater 
morbidity of posterior perineal injury.  
4. Prevention of pelvic relaxation:  
This was the second major advantage claimed for episiotomy is that it 
prevents relaxation and its sequelae, such as urinary incontinence, 
cystoceles, and rectoceles. Research on this question has used two 
main outcome variables: subjective reports of urinary incontinence 
and objective measures of pelvic floor muscle strength.  
a. Symptomatic urinary incontinence: There is no evidence that 
episiotomy reduces the incidence of early or late postpartum urinary 
incontinence, or that it moderates the normal loss of pelvic floor 
muscle strength usually experienced after vaginal delivery. One well-
designed study found a marked impairment in pelvic floor muscle 
strength at eight weeks postpartum in patients with mediolateral 
episiotomy when compared to those with spontaneous or no 
laceration (42). This conclusion has not been corborated by other 
investigative methods. No research has found a persistent difference 
in objective pelvic floor strength between episiotomy and non-
episiotomy patients.   
b. Pelvic floor muscle strength: In Manchester, England, Allen et al 
mapped the natural changes in perineal muscle function in late 
pregnancy and up to two months postpartum in 96 normal 
nulliparous women using, among other techniques, pelvic floor 
electromyography (EMG) (43). They documented a decline in the 
maximum pelvic floor contraction strength after delivery that had 
not fully recovered at two months postpartum. This change was 
attributed to partial denervation on the pelvic floor at the time of 
delivery in about 80 percent of nulliparous women. The presence of 
episiotomy and/or spontaneous perineal tears had no significant 
effect on the nature of these changes.  
Another British group measured the pudendal nerve terminal motor 
latency (PNTML), an increase in which is thought to be associated 
with eventual development of anal incontinence (44). Sultan et al 
observed a significantly prolonged PNTML of seven weeks 
postpartum compared to during pregnancy, especially after a 
women's first delivery. Neither the use of episiotomy not the 
presence of perineal tears modified this degeneration.  
Some have argued that the postulated benefit of episiotomy to pelvic 
floor integrity cannot be achieved by modern obstetric practice. They 
point out that episiotomy by current norms (when a few centimeters 
of fetal scalp is too late to prevent damage caused by passage of the 
head through the pelvic sling (45, 46, 47).  
Advocates of this opinion might assert that a protective effect would 
have been present in these studies had episiotomies been performed 
before the presenting part reaches zero station, as they prescribe (4). 
5. Prevention of fetal injury:  
There is no substantial evidence that episiotomy reduces the risk 
of intra ventricular hemorrhage in low birth weight infant, or that it 
improves any measure of neonatal outcome in term deliveries. Only 
one reliable study suggests a reduction in length of second stage (45), 
while others find a contrary or null effect. No research has addressed 
the utility of episiotomy in fetal distress or shoulder dystocia, though 
the appropriateness of these indications is widely conceded (48).       
Complications (Risks):  
1. Blood loss:  
The additional observation relevant to the work of Rockner et al 
(48,31) are that the patients with mediolateral episiotomy were more 
likely to have a visually estimated blood loss of over 600 ml than 
matched controls with spontaneous second-degree tears (29% and 
17%, respectively) (31), or than the entire population managed without 
episiotomy (48). 
Stones et al derived data from a maternity database 
encompassing the entire Northwest Thomes health region (49). 
Quantification of blood loss was by visual estimate only, but these 
researchers studied only those patients with a recorded value of 1000 
ml or more, making it unlikely that cases of minor blood loss were 
included. Of those factors under the control of the accouchier in a 
vaginal delivery, use of episiotomy (mostly mediolateral, 
presumably) was second in importance (relative risk 2.06) only to 
operative delivery (relative risk 2.39). Perineal tears did not 
significantly increase the risk over that seen with an intact perineum. 
No adjustment was made for confounding factors.   
The most important study is that of combs et al in San Francisco. 
It is superior to other research in its use of objective criteria for the 
definition of a case of postpartum hemorrhage ("hematocrit decrease 
of 10 points or more between admission and the postpartum period 
or receipt of a transfusion and its use of a case-control design and 
multivariate analysis to control for confounding variable. Again the 
analysis found association between hemorrhage and use of oxytocin, 
operative delivery, episiotomy and epidural anesthesia. In the final 
best-fit model, use of mediolateral episiotomy stood out as the most 
important of these factors.  
2. Perineal tears and sphincter damage: 
 Strong evidence suggests that elective episiotomy predisposes to 
severe 3rd and 4th degree perineal lacerations and that episiotomy 
dehiscence with rectovaginal fistula formation is strongly related to 
3rd and 4th degree perineal tear (50)  
 
3. Pain, dyspareunia ands sexual problems:                                                     
An episiotomy produces a more painful postpartum course with 
potential subsequent sexual dysfunction due to pain at the introitus 
(51). 
From prospective studies of sexual behavior in the first postnatal 
years, pain and tenderness in the episiotomy scar have been cited by 
women to the avoidance or dislike of sexual activity (52).  
4.  Psychological consequences:  
In Cambridge, Green et al claimed that the use of any of several 
intrapartum interventions, including episiotomy, was negatively 
correlated with the patients overall satisfaction with the birth 
experience (52).  
5.  Miscellaneous risks:  
There continue to be occasional reports of rare but severe maternal 
and fetal complications of episiotomy. Most of these have not been 
studies systematically, but are, nevertheless, important 
considerations, in assessing the overall risk/benefit ratio for this 
procedure.  
The following list is illustrative, not exhaustive:  
a. Fetal risk: 
• Eye lid lacerations (53). 
• Castration (in breech birth) (54).  
• Methemoglobinemia (55). 
• Lidocaine toxicity (56, 57). 
• Increased risk of vertical transmission of HIV (58).  
b. Maternal risk:  
• Extreme fear of subsequent delivery (53).  
•  Intractable rectal hemorrhage (59). 
• Massive vulva hematoma (60). 
• Necrotizing fasciitis (61). 
• Myonecrosis (62). 
• Relapsing toxic chock syndrome (63).  
• Brain abscess, seeded from an infected episiotomy site (64).  
• Hypersensitivity reactions, including anaphylactic shock, from 
latex contact during episiotomy repair (65). 
• Endometriosis arising in the episiotomy site (66, 67).  (This has 
apparently never been reported in spontaneous laceration scar).  
• Granular cell tumor of the vulva in the episiotomy scar (68).  
• Clear cell carcinoma arising in the episiotomy site (69). 
• The episiotomy scar can become a site for metastasis of 
carcinomas, particularly of the cervix (70, 71). 
6. Risks of birth attendants:  
Serrano et al demonstrated that, as might be expected, repair of 
laceration or an episiotomy increases the risk of a glove perforation, 
usually by the suturing needle (72). 
Liberal use of episiotomy increases the number of patients requiring 
surgical repair, it then increase the operator's exposure to blood-
borne pathogens (4). 
There are legal risks as well. Contrary to what may be common 
belief among physicians, consent of episiotomy is not implied by a 
patient's presenting to the hospital for maternity care. "An 
episiotomy performed without adequate consent is a serious offense 
and is an act which could open up the possibility of an action for 
heavy damages against those involved"  (73).         
Types of episiotomy:  
There are three main types of incisions made:  
1. Mid-line.  
2. Medio-lateral.  
3. J-shaped.  
1. Mid-line episiotomy:  
Mid-line episiotomy has little to recommend it, and is now out of 
favour. It is mechanically more sensible, less vascular, easier to repair 
and more comfortable in the puerperium. But any extension of the 
wound will be directed toward the rectum (17, 15, 21, and 22).   
Helwig, et al., (1993) analysed all operative vaginal deliveries at a 
University Hospital in 1989 and 1990. It was concluded that mid-line 
episiotomy is associated with an increased risk of third and fourth 
degree lacerations in operative vaginal deliveries (76).    
May-JI described a modified median episiotomy by adding two 
half-inch transverse cuts in opposite directions in the perineal fascia 
just above the anal sphincter. This increases the diameter at the 
vaginal outlet 83% more than that provided by a median episiotomy 
alone and makes the occurrence of third-degree tears extremely rare. 
The episiotomy is easy to repair (77). 
2. Medio- lateral episiotomy:  
Usually a right mediolateral approach is used, which commences 
at the same point at the fourchette (i.e. 6 o'clock) but extends in a 
straight line to 8 o'clock thus completely avoiding the anus (17).  
It is a common mistake to make an oblique cut starting too far 
from the midline, this defeats satisfactory suturing and opens a more 
vascular area which may cause excessive bleeding, and may damage 
the Bartholin duct (15). 
A child's need at the time of delivery is for some increase in the 
antero-posterior diameter of the pelvic outlet. To achieve this a 
medio-lateral episiotomy to compensate for the altered angle of 
incision need be more generous than a mid-line incision (21).  
A mediolateral incision is preferable in most cases. Its 
advantages are good exposure, less risk of anal involvement and 
good healing with proper perform proper performance and suturing 
(22). But it is also linked to bleeding, pain and wound breakdown 
(78). 
From an investigation 43, 309 spontaneous vaginal deliveries the 
use of medio-lateral episiotomy was found to be associated with a 
more than four-fold decrease in risk of severe laceration. But liberal 
use (>50%) was not associated with a lower  frequency  of  severe 
perineal tears than restrictive use (< 11%) (79).  
In another study of medio-lateral episiotomies and third degree 
tears by Beukens et al, (1985) no relationship between the two was 
discovered, even though in 21 278 singleton deliveries a third degree 
tear occurred in 1.4% of women who received a medio-lateral 
episiotomy but in only 0.1% of those who did not (80).   
Comparison of midline to mediolateral episiotomies:  
In a comparison of mid-line and medio-lateral episiotomies, 
Coasts et al., (1980) found that there were no rectovaginal fistulae in 
medio-lateral episiotomies in a randomised prospective study on 407 
primigravid women (59). 
 
In another retrospective study of 564 vaginal occipitoposterior 
deliveries, mediolateral episiotomy was associated with a lower 
incidence of severe perineal lacerations than median episiotomy 
during delivery (18). 
3. J-shaped episiotomy:  
According to Donald, the best procedure is to cut directly 
backwards for the first part of the incision and then to use the curve 
of the scissors to direct the incision laterally in the shape of the letter. 
(J) So that it runs to one side of the anal margin it is certain to avoid 
damage to the anal sphincter (15).  
Where the fetus is large or the perineum short the J-shaped 
episiotomy will allow a greater incision to be made (17).  
The J-shaped incision although commonly described but is little 
used. It gives good exposure but does not lend itself to accurate 
suturing (22). 
Types of female genital mutilation (FGM):  
FGM is generally differentiated into three or four types (82) 
(Cook, 1979: 53-55; Sanderson, 1981: 19; Hosken, 1979: Medical facts 
and summary: 2). The typology may differ in details, but experts by 
and large agree on essentials:  
Type 1  :Circumcision The circumferential excision of the clitoral 
prepuce, analogous to male circumcision.  
Type 2:Excision In addition to excision of the prepuce, the removal of 
the gland clitoris or even the entire clitoris. This is called 
clitoridectomy. Adjacent parts of the labia minora or even the 
whole of the labia minora may be extracted as well.  
 Type 3 Infibulation The entire clitoris, some part or all of the labia 
minora and at times sections of the labia majora are excised. 
The vaginal introitus is closed, moreover, except for a very 
small opening.  
 Type 4 Introcision The enlargement of the vaginal orifice by tearing 
or cutting the perineum (82).  
Anatomy of the perineum:  
The structures incised on performing an episiotomy, being a 
planned surgical second degree perineal tear, are the vagina, the 
perineal muscles and fascia, subcutaneous tissues, the vulva and the 
skin. Involvement of the anal sphincter or mucosa is a complication.  
This is part of the pelvis below the pelvic diaphragm. When seen 
from below it is diamond shaped, bounded anteriorly by the 
symphysis pubis, posteriorly by the tip of the coccyx, and laterally by 
the ischial tuberosities (83).  
It is divided by a line joining the anterior part of the ischial 
tuberosities into: 
1. The anterior urogenital triangle.  
2. The posterior anal triangle (84).   
1. The anterior urogenital triangle:  
The layers of the anterior urogenital triangle from superficial to 
deep are:  
• The vulva.  
• The superficial and deep perineal pouches.  
• The pelvic floor (85). 
1.1. The vulva:  
This is the female external genitalia, composed of the monspubis, 
labia majora and minora, the clitoris, the vestibule of the vagina, the 
vestibular bulb and glands (83).   
Labia majora: are prominent, hair bearing folds of skin extending 
posteriorly form the monspubis to unite posteriorly in the midline.  
Labia minora: are two small, hairless folds of soft skin that lie 
between the labia majora. They unite posteriorly at the fourchette, 
the starting point on performing an episiotomy. Anteriorly they split 
to enclose the clitoris forming an anterior prepuce and a posterior 
frenulum (61).  
Clitoris: is situated at the apex of the vestibule anteriorly. The 
glans of the clitoris is partly hidden by the prepuce.  
On the performance of Female Genital Mutilation, depending on 
the type, either the clitorial prepuce, the entire clitoris, the labia 
minora and/or sections of the labia majora are excised (60).    
1.2. Superficial and deep perineal pouches:  
Below the vulva lies the superficial perineal pouch which 
contains structures forming the root of the clitoris and muscles that 
cover them, namely, the bulbospongiosus and ischiocavernosus. On 
doing a posteriolateral episiotomy, these and the superficial and 
deep perineal muscles are incised, as well as the perineal body on a 
posterior mid-line episiotomy. Bartholin's glands (Greater vestibular 
glands) which open into the vestibule by ducts can sometimes get 
damaged if an episiotomy was much lateral (15).  
The perineal body: a fibro muscular mass in the centre of the 
perineum between the anal canal and the vagina, from the pelvic 
floor to the skin. It is the point of attachment of the perineal muscles, 
the levator ani muscles and the superficial part of the anal sphincter 
(84, 87). It supports the posterior vaginal wall. Damage by lacerations 
during childbirth or mal-repaired episiotomy can be followed by 
permanent weakness of the pelvic floor (83). 
1.3. The pelvic floor:  
This is the pelvic diaphragm formed by the important levator ani 
muscles, the small coccygeus muscles and their covering fasciae. It is 
incomplete anteriorly to allow for the passage of urethra and the 
vagina. it forms part of the support to the upper part of the vagina 
(83). They are usually involved in any episiotomy.  
2. The posterior anal triangle:  
This contains the anal canal and the ischiorectal foassae on each 
side (84).  
2.1. The anal canal:  
Is about 1.5 inches (4cm) long. It starts below the pelvic 
diaphragm and ends at the anus (84, 87).  
The anal sphincter:  
This is composed of an involuntary internal sphincter, composed 
of thickening of a circular muscle coat at the upper end of the anal 
canal, and a voluntary external sphincter, which could be injured in 
childbirth or during performing a posterior mid-line episiotomy 
hence forming a third or forth degree perineal tear, with faecal 
incontinence, particularly of liquid stool and flatus (12).   
The external sphincter: 
This is composed of three rings which are the superficial, middle and 
deep parts, also paradoxically known as subcutaneous, superficialis 
and profundus respectively (84). 
The puborectalis fibers of the two levator-ani muscles blend wit the 
deep part of the external sphincter to form a U-shaped sling around 
the recto anal junction creating a 90 angle important in solid stool 
continence (88). This gives good posterior support to the anal canal, 
but anteriorly there is only the profundus and hence the danger of 
obstetric posterior lacerations (84), or posterior mid-line 
episiotomies.  
The vagina:  
This muscular tube about 3 inches,  that extends between the vulva 
and the uterus.  
The vagina is supported by the levator ani muscles, the transverse 
cervical, pubocervical, and sacrocervical ligaments at its upper part; 
the urogenital diaphragm (the deep perineal pouch or muscles) at its 
middle part and the perineal body at its lower part (87). 
If the perineal muscles are damaged, the most important support of 
the anterior wall (including the urethra and the base of the bladder) 
is impaired, as well as impairment of the posterior vaginal support if 
perineal body is damaged. It is important to recognize this fact when 
considering the development of vaginal wall prolapse (89).  
Nerve supply: To the pelvic floor and perineum is by:  
1. The pudendal nerve (S 2, 3, 4): This divides in the pudendal 
canal into:   
• Inferior rectal nerve: This supplies the anal sphincter and the 
skin around it.  
• Perineal rectal nerve: This supplies all the perineal muscles, 
labia minora, clitoris and skin over it (84). 
2. The ilio-inguinal nerve (L1) and the genito-femora (L2): supply 
the posterior and anterior third of the labia majus.  
3. The posterior cutaneous nerve of the thigh (S 1, 2, 3): supply the 
posterior two third of the labia majus (12, 84, 87).   
Blood supply: arterial blood supply is through the internal 
pudenal artery, a branch of the internal iliac artery, and the external 
pudendal artery, a branch of the femoral artery.  
Veins form plexus and drain into the internal pudendal vein, 
vesical and vaginal plexus and the long saphenous vein.    
Lymphatics from vulva have bilateral drainage. They drain into:  
a. Superficial inguinal lymph nodes.  
b. Deep inguinal (deep femoral) lymph nodes (cloquet node).  
c. External ilial lymph nodes (88). 
OBJECTIVES 
1- To compare consequences for women’s delivery with episiotomy 
compared to delivery without episiotomy. 
2- To analyze variables including, tears, 5min Apgar score, 
postpartum pain, analgesic requirement, healing, infection and 
satisfaction compared to previous deliveries. 
3- To make further recommendations towards a better attitude for 
safe vaginal delivery.  
MATERIALS AND METHODS 
Research design: 
This is a prospective randomized study designed to compare all mothers 
who delivered with episiotomy versus those who delivered with intact 
perineum. 
Settings: 
4 teaching hospitals (Khartoum Teaching Hospital, Maternity Hospital, 
Soba University Hospital, AlRibat Hospital). 
Study population (sample selection): 
Women enrolled in the first stage of labor randomized to the 2 groups. 
Inclusion criteria: 
The 109 mothers who were enrolled are considered of low risk as 
determined by their physician, carrying a single, viable, cephalic, term fetus. 
Exclusion criteria: 
Criteria for exclusion from randomization included prematurity,  
medical conditions developing in pregnancy, fetal distress, malpostions, 
malpresentations and instrumental deliveries. 
As most mothers in Sudan are circumcised FGM3, decircumcision and 
resuturing were not considered as variables.  
Mothers, who do not have telephones, were excluded from the study as 
it is the mean of follow up in the 2nd section (after 10 days of delivery). 
Consent: 
Randomization took place when mothers came in labor so as the first 
woman deliver without episiotomy, the other with episiotomy and so on. 
Both groups were consented to be included in the study, the group who 
was offered to be delivered without episiotomy was informed that they will 
not be subjected to more risk compare to delivery with episiotomy. 
Procedure 
The mothers in the control group were delivered with the current 
practice of routine or liberal episiotomy. 
A mediolateral episiotomy is performed at time of crowning, two 
fingers of one hand are inserted behind the fourchette and a straight cut is 
made between them. The incision was made just lateral to the perineal body, 
to the right (17). 
The experimental group is delivered without episiotomy. 
Episiotomy was repaired by using chromic catgut with continuous 
transcutaneous closure of skin (routine suture skill in our settings). 
Perineal trauma was defined as sutured spontaneous tears of all types 
including 1st, 2nd, 3rd degree (through rectal muscle) and 4th through rectal 
muscle into mucosa, sulcus tear (upper third of vagina), anterior tears 
(periuretheral and labial) not including decircumcision (90). 
Pain severity was assessed by maternal perception of the perineal pain 
out of 10. 
Data collection methods: 
This was assessed using a questionnaire of 2 sections: 
The first section: 
Contained the sociodemographic questions, known prognostic 
variables, FGM classification and the telephone no. 
The immediate and first 24hrs follow up. 
This section was completed by the researcher. 
The second section: 
This was for the follow up on the 2nd week postpartum between 10-14 
days. This was filled by telephone contact. 
Main outcome measures: 
1. Immediate and 1st 24hrs 
- Neonatal outcome (5 min Apgar). 
- Perineal tear. 
- Pain. 
- Analgesia. 
2. 10-14day postpartum 
- Pain. 
- Analgesia. 
- Infection. 
- Healing. 
- Satisfaction. 
Sample size: 159 mothers  
Data analysis:  
The two groups were compared at one time using percentages and chi-
square tests, probability values of less than 0.05 were considered as 
significant. 
Values are given as number (percentage), n (%), unless otherwise 
shown. 
RESULTS 
There were 109 mothers participated in the study, 59 of them 
received episiotomy while 50 mothers delivered without episiotomy. 
The mean maternal age for the non -episiotomy group was 27, 
whereas it was 30 in the other group. 
Most of the mothers about 77% are secondary and university 
graduates. 
About 74% of the mothers are of moderate socioeconomic level, 
with only 22% of low socioeconomic level and only 13% of high class. 
Primigravidae constituted about one third of the partiurents, 
only 12% are grand multiparae. 
Almost 80% of the mothers in the study were circumcised with 
FGM type 3.Only 4% of the mothers had no circumcision and no one 
had FGM type 4 which is not common in Sudan . 
 Most of the mothers 88% were decircumcised in the current 
delivery. 
Almost one-fifth the mothers had their deliveries complicated 
with perineal tears which vary in site and severity. 
More than 85% of the babies delivered had an Apgar score more 
or equal to 8 and only one case less than 6. 
Table (1) 
This table shows that primigravidae constituted 52% of the 
episiotomy group, while the rest were multiparae and no grand 
multiparae in this group. 
On the other hand primigravidae constituted only 10% of the 
non episiotomy group, where most of them were multiparae 61% 
and less grand multiparae. 
Table (2) 
In comparing the pattern of FGM type of circumcision, the two 
groups were generally similar; the FGM 3 was almost comparable 
(76% in the episiotomy group, 68% in the non episiotomy group. 
All the mothers in the episiotomy group were circumcised while 
8% of the nom-episiotomy groups were not circumcised FGM0. 
Table (3) 
86% of the episiotomy group had decircumcision performed 
while 90% of the non-episiotomy group had decircumcision 
performed. The two results are almost comparable. 
Table (4) 
Outcome of degree of pain in the recircumcision site at 24-48 
hours in the 2 groups is shown Table 4. 
Fewer mothers had pain in the recicumcision site in the non- 
episiotomy group and 71% had mild pain, while in the episiotomy 
group half of the mothers had moderate pain and 37% had mild pain, 
there were 6 cases experienced severe pain at the recircumcision site. 
The difference is significant. 
Table (5) 
Outcome of degrees of pain in the episiotomy site at 24 - 48 hours 
is shown in Table 5, which showed that almost 70% had moderate 
pain, 16.9% had severe pain and fewer cases experienced mild pain. 
There is no mother experienced no pain in this group. 
Table (6) 
Moreover half of the cases in the episiotomy group complained 
of mild pain in the tear site and the other half did not feel any pain, 
whilst 3 cases in the episiotomy group complained of mild pain, 2 
cases did not experience any pain and felt moderate pain in the tear 
site in the episiotomy group. 
Although the 21 cases that had tears are small for comparison, 
the difference between the 2 groups is significant. 
Table (7) 
The presence of pain in the perineum and its severity is shown in 
Table 7, where 86.4% of mothers who had episiotomy did not feel 
any pain in the perineum and almost all the rest experienced only 
mild pain in the perineum and almost all the rest experienced only 
mild pain .In the contrary one third of the mothers who did not 
deliver with episiotomy felt mild pain and the remaining two thirds 
did not feel any pain. The difference which is not expected is 
statistically significant. 
Table (8) and (9). 
Analgesic requirement and the type of analgesia are show in 
these tables respectively. 
Although there is no significant difference in the analgesic 
requirement, more mothers (50.8%) in the episiotomy group required 
analgesia than in the non-episiotomy group (36%). 
About 60% in the two groups received paracetamol while the 
rest received one of the oral NSAIDs. 
Table (10) 
In the second follow up between 10-14 days less mothers felt 
pain in the recircumcision site in the two groups, about half of the 
mothers in the episiotomy group felt mild pain and most of the 
remaining did not experience any pain. 
In the non – episiotomy group most of them (77.8%) had no pain 
in the recircumcision site .The difference is significant. 
Table (11) 
Outcome of the degrees of pain in the episiotomy site at 10-14 
days was shown in Table 11. 
The table showed that most of the mothers were still feeling 
some sort of pain, 42% had moderate pain and the same percentage 
felt mild pain. 
Table (12) 
Outcome of degrees of pain in the tear site at 10-14 days was 
shown in Table 12. 
All the mothers in the non-episiotomy group were free of pain in 
the tear site, similarly 83% of the mothers in the episiotomy group 
were free of pain therefore there is significant difference between the 
two groups. 
Table (13) 
Almost all the mothers in the two groups were free of perineal 
pain at 10-14 days. 
Table (14) and (15) 
The analgesic requirement and the type of analgesia at10-14 days 
were shown in Table 14 and 15. 
Still 43% in the episiotomy group required analgesics compared 
to only 12% in the non-episiotomy group .The difference is 
significant. 
Of those who received analgesia 75% of the episiotomy group 
received NSAIDs orally and the rest received paracetamol .If 
compared to the other group were 71% received paracetamol and the 
rest received oral NSAIDs, the difference was significant . 
Table (16) 
This table showed that only one case out of the 21 mothers who 
had tear during delivery ended with an infection in the tear site  
Table (17) 
Outcome of healing of recircumcision in the two groups at 10-14 
days is shown in Table 18. 
Most of the recircumcision wounds healed completely in the two 
groups, 84.3% and73% in the episiotomy and the non episiotomy 
group respectively .The rest had incomplete healed wound. 
Table (18) 
The table shows that 93.3% of tears ended with complete healing 
in the non –episiotomy group compared to 66.7% in the episiotomy 
group .The difference is not significant. 
Figure (1) 
Outcome of tear between the two groups is shown in this figure. 
30% of the non-episiotomy deliveries were complicated by tears, 
while only 10% of the episiotomy deliveries had tears .The difference 
was significant. 
Figure (2) 
Site of the tear is shown in Figure 2. 
From the 6 patients who had tears after episiotomy, half of them 
were mediolateral while the rest were anterior. 
15 mothers in the non- episiotomy group had tears, 12(71%) were 
anterior, 2(13.3%) were posterior and one mother had a mediolateral 
tear in the previous episiotomy site. 
Figure (3) 
The outcome of degree of tear in the two groups is shown in 
Figure 3. 
About two thirds of the tears in the episiotomy group were 
second degree tears and the rest were first degree tears. 
On the other side, 86% of tears in the non-episiotomy group were 
first degree tears and the rest were second degree tears. 
There are no third or fourth degree tears in the whole study 
population. 
Figure (4) 
The proportion of sutured tears in the two groups is shown in 
this figure. 
Two thirds of those who had tears in the episiotomy group were 
sutured were it is slightly less than 50% in the non-episiotomy group. 
There is no significant difference. 
Figure (5) 
The 5 minutes Apgar score of the babies delivered in the 
episiotomy group was more or equal to 8 in 81.4%, where it is 74% in 
the non-episiotomy group. 
Almost 17% in the episiotomy group were less than 8 but more 
or equal to 6, where it is 26% in the non- episiotomy group. There is 
no significant difference between the two groups. 
Figure (6) 
Outcome of pain with different activities between the two groups 
at 24-48 hours is shown in Fig 6. 
Most of the pain experienced the mothers in the episiotomy site 
was during sitting where all of them were incapacitated with respect 
to sitting, while in the other group 10% only experienced pain during 
sitting . 
67.8% experienced pain during walking in the episiotomy group 
compared to 16% in the other group. 
Similarly 68.7% felt pain during urination, but on the other side 
this time more than half of the mothers who had no episiotomy felt 
pain during urination. 
Almost all of the mothers in the two groups felt more 
comfortable when they lye flat. 
About one fifth of mothers who had episiotomy felt pain during 
defecation  
Figure (7) 
Moreover outcome of pain with different activities between the 
two groups at 10-14 days. 
At this time still there were about 60% of the mothers in the 
episiotomy group still appreciating pain during sitting and about 
30% during walking. 
On the other hand very few mothers were still experiencing pain 
during these activities in the non episiotomy group. 
Still some women in both groups were appreciating pain during 
urination, 13.5% of the episiotomy group and 12.2% of the non 
episiotomy group. 
Only very few mothers who had episiotomies felt pain during 
defecation, whilst no patient had such pain in the other group.  The 
significance value for all variables was shown in the figure. 
Figure (8)  
 The figure shows that 27.1% of those who had episiotomy ended 
with infection in the episiotomy site.   
Figure (9) 
This figure showed that one third of the episiotomies ended with 
incomplete healing. 
Figure (10) 
Satisfaction compared to previous deliveries in the two groups is 
shown in Figure 10. 
It is clear from the figure that about three quarters of the mothers 
in the non-episiotomy group felt better in their current delivery 
compared to previous ones, whilst no mother in the other group 
appreciated that. 
On the other hand 57% of the episiotomy group had worse 
feeling towards the current delivery and the rest felt indifferent. The 
difference was significant.   
TABLES AND FIGURES  
 
 
Table (1): Distribution according to the parity between the 
groups. 
 
  Current Delivery Episiotomy Total 
  Yes (n = 59) No (n = 50) (n = 109) 
31 5 36 Para 1 
  52.5% 10.0% 33.0% 
28 33 61 Para II-IV 
  47.5% 66.0% 56.0% 
0 12 12 Para V+ 
  0% 24.0% 11.0% 
 
* P < 0.05 
 
  
 
Table (2): Distribution according to the FGM classification 
between the two groups.  
 
 FGM Classification n** Current Delivery 
Episiotomy 
Delivery 
total 
Total 
  Yes (n = 59) No (n = 50) (n = 109)
FGM 0 0 4 4 
  0% 8.0% 3.7% 
FGM 1 4 3 7 
  6.8% 6.0% 6.4% 
FGM 2 10 9 19 
  16.9% 18.0% 17.4% 
FGM 3 45 34 79 
  76.3% 68.0% 72.5% 
 
** P > 0.05 
 

  
 
Table (3): The need for decircumcision in the two groups. 
 
Current Delivery Episiotomy  Current 
Delivery De 
Circumcision** 
  
Yes 
(n = 59) 
No 
(n = 50) 
Total 
(n = 109) 
Yes 51 45 96 
  86.4% 90.0% 88.1% 
No 8 5 13 
  13.6% 10.0% 11.9% 
 
** P > 0.05 
  
 
Table (4): Outcome of degrees of pain in the re-circumcision site 
at 24-48 hours in the two groups. 
 
Current Delivery 
Episiotomy 
Total  Follow up (24-48): 
Pain: Re 
Circumcision* 
  
Yes (n = 51) No (n = 45) (n = 96) 
Sever(8-10) 6 0 6 
  11.8% 0% 6.3% 
Moderate (5-8) 26 8 34 
  51.0% 17.8% 35.4% 
Mild (1-4) 19 32 51 
  37.3% 71.1% 53.1% 
None (0) 0 5 5 
  0% 11.1% 5.2% 
 
* P < 0.05 
  
 
Table (5): Outcome of degrees of pain in the episiotomy site at 
24-48 hours. 
 
 Follow up (24-48):  
Pain: Episiotomies 
Current Delivery Episiotomy 
(n = 59) 
% 
Sever  (8-10) 10 16.9% 
Moderate (5-8) 41 69.5% 
Mild  (1-4) 8 13.6% 
 
  
 
Table (6): Outcome of degrees of pain in the tear site at 24-48 
hours in the two groups. 
  
Current Delivery 
Episiotomy 
Total   
 Pain 24: Tear** 
Yes (n = 6) No (n = 15) (n = 21) 
Moderate (5-8) 1 0 1 
  16.7% 0% 4.8% 
Mild    (1-4) 3 7 10 
  50.0% 46.7% 47.6% 
None 2 8 10 
  33.3% 53.3% 47.6% 
 
** P > 0.05 
 
  
 
Table (7): Outcome of degrees of pain in the perineum at 24-48 
hours in the two groups. 
  
Current Delivery Episiotomy  Pain 24 :Perineum* 
  Yes 
(n = 59) 
No 
(n = 50) 
Total 
(n = 109) 
Moderate  (5-8) 1 0 1 
  1.7% 0% .9% 
Mild  (1-4) 7 17 24 
  11.9% 34.0% 22.0% 
None 51 33 84 
  86.4% 66.0% 77.1% 
 
* P < 0.05 
  
 
 
Table (8): The analgesic requirement at 24-48 hours in the two 
groups. 
 
Analgesia** Current Delivery Episiotomy Total 
 Yes (n = 59) No (n = 50) (n = 109) 
Yes 30 18 48 
  50.8% 36.0% 44.0% 
No 29 32 61 
  49.2% 64.0% 56.0% 
 
** P > 0.05 
 
  
 
Table (9): The type of Analgesia required at 24 – 48 hours in the 
two groups. 
 
Current Delivery Episiotomy Total Type of Analgesia  
a- Oral** Yes (n = 30) No (n = 18) (n = 48) 
Paracetamol 18 11 29 
  60.0% 61.1% 60.4% 
NSAIDs 12 7 19 
  40.0% 38.9% 39.6% 
 
** P > 0.05 
 
 
 
 
 
 
Table (10): Outcome of degrees of pain in the in the re-
circumcision site at 10-14 days in the two groups. 
 
Current Delivery 
Episiotomy 
Total Follow up (10-14): Pain: Re 
Circumcision* 
Yes (n = 51) No (n = 45) (n = 96) 
1 0 1 Sever  (8-10) 
  2.0% 0% 1.0% 
5 5 10 Moderate (5-8) 
  9.8% 11.1% 10.4% 
24 5 29 Mild  (1-4) 
  47.1% 11.1% 30.2% 
21 35 56 None  (0) 
  41.2% 77.8% 58.3% 
* P < 0.05 
 
 
 
 
Table (11): Outcome of degrees of pain in the in the episiotomy 
site at 10-14 days. 
 
Follow up (10-14): Pain: 
Episiotomies 
Current Delivery 
Episiotomy (n = 59) 
% 
Moderate (5-8) 25 42.0% 
Mild     (1-4) 25 42.0% 
None  (0) 9 16.0% 
 
 
 
 
 
Table (12): Outcome of degrees of pain in the in the tear site at 
10-14 days in the two groups. 
  
Current Delivery 
Episiotomy 
Total Follow up (10-14): 
Pain** 
Yes 
 (n = 6) 
No  
(n = 15) 
(n = 21) 
Mild  (1-4) 1 0 1 
  16.7% 0% 4.8% 
None (0) 5 15 20 
  83.3% 100.0% 95.2% 
** P> 0.05 
 
 
 
 
 
Table (13): Outcome of degrees of pain in the in the perineum at 
10-14 days in the two groups. 
  
Follow up  
(10-14): Pain** 
Current Delivery 
Episiotomy 
Total 
 Yes (n = 59) No (n = 50) (n = 109) 
Mild (1-4) 1 0 1 
  1.7% 0% .9% 
None (0) 58 50 108 
  98.3% 100.0% 99.1% 
** P > 0.05 
 
 
 
 
 
Table (14): The analgesic requirement at 10-14 days in the two 
groups. 
 
Analgesia10* Current Delivery 
Episiotomy 
Total 
 Yes (n = 59) No (n = 50) (n = 109) 
Yes 43 6 49 
  72.9% 12.0% 45.0% 
No 16 44 60 
  27.1% 88.0% 55.0% 
* P < 0.05 
 
 
 
Table (15): The type of Analgesia required at 10-14 days in the 
two groups. 
 
Type of Analgesia 
(10-14) a- Oral* 
Current Delivery 
Episiotomy 
Total 
 Yes (n = 44) No (n = 7) (n = 51) 
Paracetamol 11 5 16 
  25.0% 71.4% 31.4% 
NSAIDs 33 1 34 
  75.0% 14.3% 66.7% 
Others 0 1 1 
  0% 14.3% 2.0% 
* P < 0.05 
 
 
 
Table (16): Outcome of infection in the tear site in the two 
groups. 
 
Current Delivery 
Episiotomy 
Total Infection Tear** 
Yes (n = 6) No (n = 15) (n = 21) 
Yes 1 0 1 
  16.7% 0% 4.8% 
No 5 15 20 
  83.3% 100.0% 95.2% 
** P > 0.05 
 
  
 
 
 
Table (17) Outcome of healing of re-circumcision in the two 
groups at 10-14 days. 
 
Current Delivery Episiotomy Total Healing Re-
circumcision** Yes (n = 51) No (n = 45) (n = 96) 
Complete 43 33 76 
 84.3% 73.3% 79.2% 
Incomplete 8 12 20 
 15.7% 26.7% 20.8% 
** P > 0.05 
 
 
 
 
 
Table (18): Outcome of healing Tear in the two groups at 10-14 
days. 
 
Current Delivery Episiotomy Total Healing Tear** 
Yes (n = 6) No (n = 15) (n = 21) 
Complete 4 14 18 
  66.7% 93.3% 85.7% 
Incomplete 2 1 3 
  33.3% 6.7% 14.3% 
** P > 0.05 
Figure (1) Outcome of tear between the two groups. 
 
Current Delivery Episiotomy Total   Current 
Delivery Tear Yes 
(n = 59) 
No 
(n = 50) 
(n  = 109) 
Yes 6 15 21 
No 53 35 88 
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Fig (2): Site of the tear in the two groups. 
 
Current Delivery Episiotomy Total If Tear Yes Site 
  Yes (n = 6) No (n = 15) (n = 21) 
Anterior  3 12 15 
Mideolateral  3 1 4 
Post 0 2 2 
Others 0 0 0 
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 Fig (3): The degree of tear in the two groups. 
Current Delivery Episiotomy Total Degree 
  Yes (n = 6) No (n = 15) (n = 21) 
1st 2 13 15 
2nd 4 2 6 
3rd 0 0 0 
4th 0 0 0 
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Fig (4): Sutured tears among the two groups. 
 
 Sutured Current Delivery Episiotomy Total 
  Yes (n = 6) No (n = 15) (n = 21) 
Yes 4 7 11 
No 2 8 10 
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Fig (5): The 5 minutes Apgar score of babies in the two groups. 
  
Current Delivery Episiotomy Total  Apgar Score
(5min) Yes (n = 59) No (n = 50) (n = 109) 
≥ 8 48 37 85 
≥ 6 &<8 10 13 23 
<6 1 0 1 
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Fig (6): Outcome of pain with different activities between the two 
groups at 24-48 hours. 
 Current Delivery 
Episiotomy 
Total 
  Yes (n = 
59) 
No (n = 50) (n = 109) 
when Walking* 40 8 48 
when Sitting* 59 5 64 
when Living Flat** 1 1 2 
when Urinating** 40 27 67 
when Defecating* 13 1 14 
* P < 0.05               ** P > 0.05 
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Fig (7): Outcome of pain with different activities between the two 
groups at 10-14 days. 
Current Delivery 
Episiotomy 
Total  
Yes (n = 59) No (n = 49) (n = 108) 
when Walking* 18 2 20 
when Sitting* 35 1 36 
when Urinating** 8 6 14 
when Defecating** 1 0 1 
 
* P < 0.05 
** P > 0.05 
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Fig (8): Outcome of infection in the episiotomy site at 10-14 
days. (n = 59) 
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 Fig (9): Outcome of healing Episiotomy at 10-14 days. (n = 59) 
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Fig (10): Satisfaction (Compared to   Previous Deliveries) in the 
two groups. 
 
Current Delivery 
Episiotomy 
Total Satisfaction (Compared 
to Previous Deliveries)* 
Yes (n = 28) No (n = 45) (n = 73) 
Better 0 33 33 
Worse 16 7 23 
Same 11 5 16 
Don’t  know 1 0 1 
* P< 0.05 
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DISCUSSION 
The study was done in 4 teaching hospitals to be more 
representative of the hospitals in the capital city.  
With regard to the socio demographic variables it was obvious 
that most of the mothers are educated and of moderate social class. 
This can be explained by our inclusion criteria which included only 
mothers who had telephones available.  
Although the mothers were randomly allocated between the two 
groups, mothers in the episiotomy group were significantly more 
educated and of higher social class .There is no clear explanation for 
these differences. 
The mothers mean age in the non- episiotomy group is more, 
possibly because there was less primigravidae in this group. 
Most of the mothers involved in the study were circumcised with 
FGM 3 where there are infibulations beside the vulval removal. This 
factor was not studied with relation to episiotomy as most of the 
studies were done in countries were the bad practice of circumcision 
is not their culture. 
In both groups most of the mothers were decircumcised to aid 
delivery, which was the reason for considering it as an independent 
variable in the study. Rushwan H. considered decircumcision as an 
anterior episiotomy which is indicated in some circumcised ladies 
(34). 
The incidence of perineal tears in the non –episiotomy group was 
higher, 30% had 1st and 2nd degree tears in fact most of them were 1st 
degree lacerations sited anteriorly. Half of the 15 cases who had tears 
needed to be sutured. 
On the other hand about 10% of the mothers in the episiotomy 
group had tears complications. Half of the six cases were anterior 
and the rest were extensions of the episiotomy, two third of them 
were 2nd degree and the rest were 1st degree. Four out of these six 
cases were sutured. 
The difference between the two groups was significant. 
None of the mothers in the study had their deliveries 
complicated by 3rd or 4th degree tears.        
  The above information suggests that delivering without 
episiotomy is associated with more perineal tears, however it also 
shows that most of these tears were mild which means that 
episiotomy may not be justified only to prevent these mild 
lacerations. In addition to that the study showed that none of the 
mothers had any sphincteric involvement which means that 
episiotomy does not prevent severe perineal tears that is 3rd and 4th 
degree tears. 
 The results discussed above are consistent with the previous 
studies done for this purpose. 
Woolley RJ in his review noted that no research of adequate 
quality has shown that episiotomy reduces a patient’s risk of 3rd 
degree lacerations. This is true for a mediolateral as well as midline 
incision, for both nulliparous and parous women and for operative 
and spontaneous vaginal delivery (90, 11).   
There could be little doubt that episiotomy reduces the 1st and 2nd 
degree injury. This supposition is supported by observational studies 
(37, 39) and randomized controlled trials RCTs (47, 50). However, as 
noted by Gass et al (among others), “To the patient they are not 
equivalent since she must undergo the incision, incision repair and 
recovery. If we use the description of the tissue levels incised during 
an episiotomy, it is more appropriate to say that episiotomy is the 
equivalent of a 2nd degree laceration (37). 
In the period between 24-48 hrs all of the mothers in the 
episiotomy group felt some sort of pain at the episiotomy; most of 
them described it as moderate in severity. After 14 days still most of 
the mothers in this group were experiencing mild to moderate pain. 
In the contrary most of the mothers in both groups felt mild or 
no pain at all at the tear site at24-48 hrs and after 10-14 days there 
was only one case in the episiotomy group who was still 
experiencing only mild pain. 
Although the evidence about the postpartum pain between the 
episiotomy and 1st and 2nd degree tear is mixing, Woolley RJ stated in 
his review that midline and mediolateral episiotomy probably cause 
more pain than spontaneous lacerations (4). 
The only RCT to use a previously standardized and validated 
pain scale is that of Klein et al (90). They detected no overall 
difference between the two trial arms in perineal pain on days one, 
two, or ten, when analyzed by intention to treat. When re-analyzed 
by treatment actually received, parous patients with spontaneous 
tears had significantly less pain than those with episiotomies (91). 
Nulliparous patients had an apparent difference, falling just short of 
statistical significance. Significance is retained when the parity 
groups are combined. 
Furthermore the severity of pain at the recircumcision site was 
found to be more in the episiotomy group. Although there is no clear 
explanation for these results, it may be attributed to the negative 
impact of episiotomy on these mothers.  
  The striking feature was the pain related to the perineum (areas 
other than episiotomy and recircumcision site) in both groups at 24-
48hrs.More mothers in the non episiotomy group felt mild pain 
compared to mothers in the episiotomy group in whom the majority 
did not feel any pain. The cause may be due to the pressure of the 
head on the perineum as that takes more time in case of non-
episiotomy. 
At 10-14 days almost all the mothers did not complain of any 
pain at any area other than the recircumcision and the episiotomy 
area. 
Results showed that pain was most commonly appreciated 
during sitting and then walking in the episiotomy group at 24-48 hrs. 
In the contrary few mothers appreciated pain during these activities 
at this period of time in the other group. 
A considerable number of mothers in both groups felt pain 
during urination at 24-48 hrs. The difference was not significant. 
Few mothers appreciated pain when lying flat in the episiotomy 
group and no mother had such a complain in the non-episiotomy 
group. 
At 10-14 days still about 70% and 25% felt pain during walking 
and sitting respectively. 
The analgesic requirement at 24-48 hrs was 51% and 36% for the 
episiotomy and the non episiotomy group respectively. The different 
was not statistically significant. 
Of those who required analgesia in both groups at 24-48 hrs, 
about 60% consumed Paracetamol, while the rest used one of the oral 
NSAIDs. 
The reason for the similarity in the analgesic requirements and 
the type of analgesia in both groups at this period of time may be 
attributed to some hospitals practices for prescribing analgesics 
routinely. 
The other reason may be due to the availability of Paracetamol at 
any house. 
These features changed at 10-14 days were 73% of the episiotomy 
group required analgesia compared to only 12% of the non 
episiotomy group. 
Furthermore 75% of those who required analgesia in the 
episiotomy group used NSAIDs for pain relief. 
This reflects that the pain appreciated in this group at two weeks 
is still considerable. 
There is substantial evidence that suggests that NSAIDS are 
effective in reducing episiotomy pain intensity, movement restriction 
and the swelling. 
About 27% of the episiotomy group ended with infection as 
reported by the mothers. Whereas there is only one case in both 
groups of the study ended with infection at the tear site. 
There is a wide range of findings with regard to the incidence of 
infection at episiotomy and spontaneous tear site.    
Two of three observational studies providing usable data on this 
question found much greater rates of wound infection after 
mediolateral episiotomy than after spontaneous laceration — five 
times higher (10% versus 2%) in one (36), and eleven times higher 
(22% versus 2%) in the other (31). 
On the other hand the unbiased and reliable information which 
came from the Argentine trial showed that there is low and identical 
infection rate between the tear and the episiotomy site (1.6% 
and1.8%) in both arms (29). 
The demographic differences and the variations in provision of 
health services may have contributed to these different results. 
About one third of the mothers had incompletely healed 
episiotomy. Where as only 3 mothers out of the 15 mothers who had 
a spontaneous tear had incomplete healing at 10-14 days. 
Woolley RJ concluded from his review that mediolateral 
episiotomy is associated with more short term and long term 
improper healing than spontaneous tear (4). 
If we compared the 5 min Apgar score between the two groups, 
there was no significant difference between them. 
About 82% of babes in the episiotomy group had a 5 min Apgar 
of more than 8 compared to 74% in the other group. This reflects no 
difference in fetal wellbeing if episiotomy is avoided. 
There is no substantial evidence that episiotomy reduces the risk 
of intra ventricular hemorrhage in low birth weight infants, or that it 
improves any measure of neonatal outcome in term deliveries (4).  
When the parous ladies in the study were asked about their 
feelings towards the current deliveries compared to the previous 
ones, about three quarters of the non - episiotomy group had a better 
feeling towards their current delivery compared to the previous ones. 
On the contrary none of the mothers in the episiotomy group had 
better feeling towards the current delivery. About 57% of them had a 
worse feeling and the rest felt the same. 
But in spite of that about 16% of the mothers in the non 
episiotomy group had worse feelings while a few felt indifferent. 
This may be attributed to the fears of some mothers towards 
delivering in a way they were not used to. In other words some 
mothers think that episiotomy is an essential procedure for delivery. 
In Cambridge, Green et al claimed that the use of any of several 
intrapartum interventions, including episiotomy, was negatively 
correlated with the patient's overall satisfaction with the birth 
experience (152). They published no data from their research to 
substantiate this claim. 
 In Montreal, Séguin et al found no relationship between use of 
episiotomy and patient satisfaction (92). Jacoby drew a similar 
conclusion from a survey of her French patients, although she added 
that among those women who had had a prenatal desire to avoid an 
episiotomy, satisfaction with the management of their labor was 
higher if none was performed (93).  
It is clear from the previous literature that more studies should 
be done to ascertain clear evidence with regard to the maternal 
feeling towards episiotomy. 
  
    
CONCLUSION 
Child birth-induced damage to the pelvic floor is again receiving 
attention in the gynecological literature. Historically it was assumed 
that perineal trauma should be prevented by episiotomy. 
No research of adequate quality showed that episiotomy reduces a 
patient risk of third and fourth degree lacerations. 
None of the mothers in the study ended with a third or fourth degree 
tear. 
It is clear from the study that more mothers in the non-episiotomy 
group ended with first and second degree lacerations compared to 
the other group. 
However most of these tears did not need suturing, ended with 
complete healing and caused less pain. 
Moreover all the mothers in the episiotomy group felt pain in the first 
two days and until the second week they were still experiencing 
some pain and discomfort. 
 Although both groups consumed the simple analgesic (Paracetamol) 
similarly at 24-48hrs, three quarters of the mothers in the episiotomy 
group required NSAIDS for pain relief at 10-14 days.  
In most of the patients, episiotomy was associated with pain during 
normal daily activities especially during sitting and walking. 
Delivering with an intact perineum was associated with minimal 
pain during sitting and walking. It was only compared to delivery 
with episiotomy in the pain felt during urination. 
A considerable number of mothers in the episiotomy group ended 
with infection and incomplete healing. 
There is no significant difference with regard to the neonatal outcome 
as was assessed by the 5-min Apgar score in the two groups. 
 Most of the mothers in the non- episiotomy group had a better 
feeling towards the current delivery compared to previous deliveries. 
In the contrary about two thirds of the mothers in the episiotomy 
group had a negative feeling towards the current delivery. 
 RECOMMENDATIONS 
Episiotomy is the most common operation in obstetrics and is 
associated with complications such as increased blood loss, 
postpartum pain, more analgesic requirements, infection, poor 
healing and dissatisfaction, without a scientific evidence for its 
benefit. 
The results of the study with regard to the above complications are 
consistent with the previous literature. 
Currently it is generally agreed worldwide that episiotomy should be 
performed only in selective cases. 
In spite of that still most of the health workers perform this 
procedure routinely. 
In Sudan the procedure is done for almost all the mothers. Many 
people argue that the additional problem of circumcision in the 
country is affecting the high incidence of episiotomy.  
In general I recommend that routine episiotomy attitude is still not 
justified as many mothers can deliver without complications and in 
case of severe circumcision, decirumcision only is advised to prevent 
perineal injury. 
A careful use of episiotomy if needed with decisions on a case by case 
basis should be encouraged. 
Episiotomy is a procedure which needs an informed consent from 
mothers.  
 More trials are necessary to verify the indications for episiotomy 
taking into account our special problem of circumcision and more 
research should be focused on late complications such as sexual 
function and pelvic floor relaxation. 
 
 
 
 
 
 
 
 
 
  
REFERENCES 
1- Delee  J B. The prophylactic forceps operation. Am J Obstet 
Gynaecol 1920; 1: 34.   
2- Cuminghom FG, MacFonalds PC, Gant NF. Normal labour. In: 
Cuminghom FG, MacFonalds PC, Gant NF (eds) Williams 
Obstetrics, 18thed. New York: CT Appleton and Lang; 1989;309-
314.  
3- Oxom FH. Episiotomy.  Human labour and birth, 5th ed. 
Norwalk CT: Appleton Century Crafts; 1986; 65-67. 
4- Woolley RJ. Benefits and risks of episiotomy: A review of the 
English literature since 1980. Obstet Gynaecol Survey 1995; 50: 
821 - 835.  
5- Keith DE. Obstetric procedures. In: Keith DE (editor) Dewhurst's 
Textbook of Obstetrics and Gynaecology for postgraduates, 6th. 
London: Blackwell Science; 1999. 308- 329.  
6- Cunningham FG, Gant NF, Leveno KJ. Normal labour. In: 
Cunningham FG, Gant NF, Leveno KJ (editors) Williames 
Obstetrics, 21sted. London: McGraw Hill Companies; 2001: 323 - 
325.  
7-  Dawn CS. Obstetric operations. In: Dawn CS (editor) Textbook 
of Obstetrics and neonatology, 12th ed.  New York: Dawn Books; 
1993. P. 560 - 62.  
8- Ould FA. Treatise of midwifery. Dublin 1742.  
9- Taliaferro RM. Rigidity of soft parts: delivery affected by incision 
in the perineum. Stethoscope Va Med Gazette 1852; 2: 383.  
10- Larry C. Episiotomy. In: Larry C  (editor) Gilstrap Operative 
Obstetrics. 2nd ed. London:  McGraw Hill; 2002. P. 63-88.  
11- Sleep J, Grant A, Garcia J, et al. West Berkshire perineal 
management trial. Br Med J 1987; 295: 794.  
12- Thompson JD, Rock JA. Comp. Te Linde's Operative 
Gynaecology, 8th ed. Philadelphia: Lippincott Raven Publisher; 
1997. P. 865- 871, 64 - 68, 267-274. 
13- Olson R, Olson C, Cox NS. Maternal birthing positions and 
perineal injury. J FAM Pruct 1990; 30: 553.  
14- Thacker SB, Banta HD. Benefits and risks of episiotomy; an 
interpretive review of the English language literature, 1860 - 
1980. Obstet Gynaecol Surv 1983; 38: 322 - 338.  
15- Donald I. Maternal injuries. In: Donald I (editor) Practical 
obstetric problems, 4th London: LLOYD-LUKE; 1974. P. 744 - 7.  
16- Bishop EH. Prematurity: Etiology and management. 
Postgraduate Med J 1964; 35: 185 - 88.  
17- Chamberlain G. Obstetric procedures. In: Obstetrics by ten 
teachers, 16th ed. New York:  Edward Arnold; 1995. P. 288-289. 
18- Perarl ML, Roberts JM, Laros PK, Hurd WW. Vaginal delivery 
from the persistent occipito posterior position. Influence on 
maternal and neonatal morbidity. J Reprod Med 1993; 38(12): 955 
- 61.  
19- East C, Webster J. Episiotomy at the Royal Women's Hospital, 
Brisbane: a comparison of practices in 1986 and 1992. Midwifery 
J 1995; 11(4): 195- 200.  
20- Butler NR, Bonham DG. The duration of the first and second 
stages of labour and length of time the membranes were 
ruptured with the effect on infant loss in primiparae and in 
multiparae. Perinatal mortality: the first report of the 1958 British 
Perinatal Mortality Survey. Edinburgh: E and S Livingstone; 
1963. P. 156 - 159.  
21- Beazley JM. Maternal injuries and complications. In: Beazley JM 
(editor) Dewhurst's Textbook of Obstetrics and Gynaecology for 
Postgraduates, 5th ed. London: Blackwell Science Ltd; 195l. P. 
377-8.  
22- Hibbard MB. Assisted delivery. In: Hibbard MB  (editor) 
Principles of obstetrics, 1st ed. Edinburgh:  Butter worth and Co; 
1988. P. 500 - 4.  
23- McSwiney MM, Saunders PR. Female circumcision: a risk factor 
in postpartum haemorrhage. J Post grad Med 1992 Jul - Sep; 
38(3): 136 -7.  
24- Rushwan H. Female circumcision: A reproductive health 
problem. In: Reproductive health in Africa. (edited by) J.K.G 
Mati, Ola dapo A. Zadipo, Ronald T. Burkman, Ronald H.  
Baltimore, Maryland, Johns Hopkins Program for International 
Education in Gynaecology and Obstetrics, 1984: 174 - 80.   
25- Combs CA, Robertson PA, Laros RK. Risk factor third degree 
and fourth degree perineal laceration in forceps and vocum 
delivery. Am J Obstet Gynaecol 1990; 163: 100-104.  
26- Wilkex LS, Strobino DU, Bonffi E, Dellinger WS, Episiotomy and 
its role in the incidence of perineal laceration in maternity centre 
and tertiary hospital obstetric service. Am J Obstet Gynaecol 
1989; 160: 1047 - 1052.  
27- Borgotta L, Piening SL, Cohen WR. Association of episiotomy 
position with deep perineal laceration during spontaneous 
delivery in nulliparous women. Am J Obstet Gynaecol 1989; 160: 
294 - 97.  
28- Shiono P, Klebnoff MA, Carey JC. Midline episiotomy: more 
harm than good. Obstet Gynaecol 1990; 75: 765 - 770.  
29- Argentine Episiotomy Trial Collaboration Group: Routine vs. 
selective episiotomy: a randomized controlled trials. Lancet 1993.  
30- Cunningham FG, MacDoland PC, Gant NF. Conduct of normal 
labour and delivery. In: William's Obstetrics, 19th ed. Norwalk 
CT: Appleton and Longe; 1993. P. 371-393. 
31- Rockner G, Henningsson A, Wahlberg V, Olund A. Evaluation of 
episiotomy and spontaneous tears of perineum  during  
childbirth.  Scand J Caring Sci 1988; 2: 19-24.   
32- House MJ, Vario G, Jones MH. Episiotomy and the perineum: a 
random controlled trial. J Obstet Gynaecol 1986; 7: 107 -110.  
33- Bex PJ, Hofmeyr GJ. Perineal management during childbirth and 
subsequent dyspareunia. Clin Exp Obstet Gynaecol 1987: 14: 97-
100.  
34- Grudzinskas JG, Atkinson L. Sexual function during the 
puerperium. Arch Sex Behav 1984; 13: 85-91.  
35- Cohen WR. Normal and abnormal labour. In: Reece EA, Hobbins 
JC, Mahoney MJ, Petrie RH (editors) Medicine of the fetus and 
mother. Philadelphia: JB Lippincott; 1992: 1370 - 1382.  
36- Larsson PG, Platz-Christensen JJ, Bergman B, Wallstersson G. 
Advantage or disadvantage of episiotomy compared with 
spontaneous perineal laceration. Gynecol Obstet Invest 1991; 31: 
213 - 216.  
37- McGuinnes M, Noor K, Nacion K. Comparison between different 
perineal outcomes on tissues healing. J Nurse Midwifery 1991; 
36: 192 - 198.  
38- Weijmar-Schultz WC, vande Wiel HB, Heidemann R, Aarnoudse 
JG, Huisjes HJ. J Psychosom Obstet Gynaecol 1990; 11.119-127.  
39- Harrison RF, Brennan M, North PM, Reed JV, Wickham EA. Is 
routine episiotomy necessary? BMJ 1984; 288: 1971 - 1975.  
40- Thranov I, Kringelbach AM, Melchior E, Olsen O, Damsgaard 
MT. Postpartum symptoms. Episiotomy or tear at vaginal 
delivery. Acta Obstet Gynecol Scand 1990; 69: 11 -15. 
41- Rooks JP, Weatherby NL, Ernst EK. The national birth center 
study. Part II. Interapartum and immediate postpartum and 
neonatal care. J Nurse Midwifery 1992; 37: 301 - 330.  
42- Rockner G, Jonasson A, Olund A. The effect of mediolateral 
episiotomy at delivery on pelvic floor muscle strength evaluated 
with vaginal cones. Acta Obstet Gynaecol Scand 1991; 70: 51-54. 
43- Allen RE, Hosker GL, Smith AR, Warrell DW. Pelvic floor 
damage and childbirth: a neurophysiological study. Br J Obstet 
Gynaecol 1990; 770 - 779.  
44- Sultan AH, Kamm MA, Hudson CN. Pudendal nerve damage 
during labour: prospective study before and after childbirth. Br J 
Obstet Gynaecol 1994; 101: 22-28.  
45- Reyonolds JL, Yudkin PL. Changes in management of labour. 1. 
Length and management of the second stage. Can Med Assoc J 
1987; 136: 1041 - 1046.  
46- Flood C. The real reason for performing episiotomies. World 
Medicine 1982, Feb 6; 17: 51.  
47- Willson JR. Prophylactic episiotomy to minimize soft tissue 
damage. Infect Surg J 1987; 71: 357-359.  
48- Rockner G, Wahlberg V, Olund A. Episiotomy and perineal 
trauma during childbirth. J Adv Nurs 1989: 14: 264 - 268.  
49- Stones RW, Paterson CM, Saunders NJ. Risk factors for major 
obstetric haemorrhage. Eur J Obstet Gynaecol Reprod Biol 1993; 
48: 15-18.  
50- Homsi R, Dikoku NH, Little JJ, Wheelss CR. Episiotomy risks of 
dehiscence and recto-vaginal fistula. Obstet Gynaecol Surv 1994 
Dec; 49(12): 803 - 8. 
51- Frederickson H, Wikins HL. Vaginal delivery. In: Frederickson 
H, Wikins HL (editors)  Obstetric and Gynaecology Secrets, 1st 
ed. London: Jaypee Brother; 1991. P. 263-264.  
52- Green JM, Coupland VA, Kitzinger JV. Expectations, 
experiences, and psychological outcomes of childbirth: a 
prospective study of 825 women. Birth J 1990; 17(1): 15-24.  
53- Dorfman MS, Benson WH. Marginal eyelid laceration after 
episiotomy. Am J Ohpthalmol 1993; 116: 778.  
54- George S. Castration at birth. BMJ 1988; 297: 1313-1314.  
55- Menahem S. Report of adverse drug reaction editorial comment. 
Aust NZ J Obstet Gynaecol 1988; 28: 76.  
56- Depraeter CD, Vanhaesebrouk P, DePraeter N, Govaert P, 
Bogaert M, Leroy J. Episiotomy and neonatal lidocaine 
intoxication. Eur J Paediatr 1991; 150: 685- 686.  
57- Tionaten WE. Lidocaine poisoning in a newborn infant following 
perineal infiltration for episiotomy. Tijdschr Kindergeneeskd 
1992; 60: 49 -52.  
58- European Collaborative Study. Risk factors for mother-to-child 
transmission of HIV-1. Lancet 1992; 339: 1007 - 1012.  
59- Kellum CD, Tentmaker CJ, Dombrowski PJ, Rudolf LE. 
Therapeutic embolization for delayed rectal hemorrhage 
following episiotomy: a case report. Angiol J 1986; 37: 46 -470.  
60- Cheung TH, Chang A. Puerperal haematomas. Asia Oceania J 
Obstet Gynaecol 1991; 17: 19 - 123.  
61- Sutton GP, Smirz LR, Clark DH, Bennett JE. Group B 
streptococcal necrotizing fasciities arising from an episiotomy. 
Obstet Hynaecol 1985; 66: 733-736.  
62- Soper DE. Clostridial myonecrosis arising from episiotomy. 
Obstet Gynaecol 1986; 68 (Supp 13): 268 - 285.  
63- Tweardy DJ. Relapsing toxic shock syndrome in the puerperium. 
JAMA 1985; 253: 3249 - 3250.  
64- Biller J, Adams HP Jr, Godersky JC, Johnson R. Preeclampsia 
complicated cerebral hemorrhage and brain abscess. J Neurol 
1985; 232: 278 - 380.  
65- Fisher AA. Iatrogenic (intraoperative) rubber glove allergy and 
anaphylaxis: Part I. Cuits 1992; 49: 17 -18.  
66- Salamalekis E, Vasiliadis TX, Kairi P, Zourlas PA. Perineal 
endometriosis. Int J Gynecol Obstet 1990; 31: 75 -80.  
67- Sayfan J, Benosh L, Segal M, Orda R. Endometriosis in 
episiotomy scar with anal sphincter involvement: report of a 
case. Dis Colon Rectum 1991; 34: 713 - 716.  
68- Murcia JM, Idoate M, Laparte C, Baldonado C. Granular cell 
tumor of vulva on episiotomy scar. Gynaecol Oncol 1994; 53: 248- 
250.  
69- Hitti IF, Glasberg SS, Lubicz S. Clear cell carcinoma arising in 
extra ovarian endometriosis: report of three cases and review of 
the literature. Gynaecol Oncol 1990; 39: 314 -320. 
70- VanDam PA, Irvine L, Lowe DG, Fisher C, Barton DP, Shepherd 
JH. Carcinoma in episiotomy scars. Gynaecol Oncol 1992; 44: 96-
100.  
71- Gordon AN, Jensen R, Jones HW. Squamous carcinoma of the 
cervix complicating pregnancy: recurrence in episiotomy after 
vaginal delivery. Obstet Gynaecol J 1989; 73: 850-852.  
72- Serrano CW, Wright JW, Newton ER. Surgical glove perforation 
in obstetrics. Obstet Gynaecol J 1991; 77: 525 - 528.  
73- Finch J. Law: ask mothers first. Nursing Mirror 1983; 156: 40.  
74- The TG. Is routine episiotomy beneficial in the low birth weight 
delivery? Inter J Gynaecol Obstet J 1990 Feb; 31(2): 135-40. 
75- Smith MA, Ruffin MT, Green LA. The rational management of 
labour. Am Fam Physician 1993 May; 47(6): 1471 - 811. 
76- Helwig JT, Thorp JM, Bowes WA. Does midline episiotomy 
increase the risk of third and fourth degree lacerations in 
operative vaginal deliveries? Obstet Gynaecol 1993 Aug; 82(2): 
276-9.  
77- May JL. Modified median episiotomy minimizes the risk of third 
degree tears. Obstet  Gynaecol 1994 Jan; 83(1): 156-7.  
78- Nolan M. Episiotomy and perineal repair. In: Maternal mortality 
and morbidity: a call to women for action. Women's Global 
Network for Reproductive Rights:  1990: 22.  
79- Anthony S, BuitendijK SE, Zondervan KT, Van Rijssel EJ, 
Verkerk PH. Episiotomies and the occurrence of severe perineal 
lacerations. Br J Obstet Gynaecol 1994 Dec; 101(12): 1064 -7.  
80- Buekens P, Lagasse R, Dramaix M, Wollaset E. Episiotomy and 
third degree tears. Br J Obstet Gynaecol 1985; 92: 820-3.  
81- Coasts PM, Chan KK, Wikins M, Bread RJ. A comparison 
between midline and mediolateral episiotomies. Br J Obstet 
Gynaecol 1980; 87: 408 - 12.  
82- Rushwan H. Health consequences of female genital mutilation: A 
health provider's prospective.  Cook, 1979; 53-55. 
83- Snell RS. The perineum. In: Snell RS (editor) Clinical anatomy for 
medical students, 5th ed. London: Little Brown and Company; 
1993. P. 347 - 76. 
84- Last RJ. The perineum. Anatomy regional and applied, 7th. 
Edinburgh: Churchill Livingstone; 1984. P. 345 - 354.  
85- Agur-Anne MR. The perineum and Pelvis. In:  Grant's atlas of 
anatomy, 9thed. Edinburgh: Williams and Wilkins; 1991. P. 182 -
4.  
86- Klein MC, Gauthier RJ, Robbins JM, Kaczorowski J, Jorgensen 
SH, Franco ED. Relationship of episiotomy to perineal trauma 
and mortality: sexual function and pelvic floor relaxation. Am J 
Obstet Gynaecol 1994 Sept; 171(3): 591-8. 
87- Chung KW. Perineum and pelvis. In:  Chung KW (editor) Gross 
anatomy, 2nd ed. Edinburgh: Williams and Wilkins; 1991. P. 193-
219.  
88- Chamberlain GV. Gynaecological anatomy and physiology. In: 
Chamberlain GV (editor) Gynaecology by ten teachers, 16th ed. 
Edinburgh: Edward Arnold; 1995. P. 1 -2.  
89- Bucknall TE. Recent advances in suture material. In: Bucknall TE 
(editor) Principles of gynecological surgery, 2nd ed. Philadelphia 
Springer-Verlag; 1987. P. 139 -154. 
90- Klein MC. Does episiotomy prevents perineal trauma? Online J 
Curr Clin Trails 1992. Doc No.20.  
91- Klein MC Robbin’s JM et al relationship of episiotomy to perineal 
trauma and morbidity, sexual dysfunction and pelvic floor 
relaxation. Am J Obstet Gynecol 1994; 171P.591-598. 
92- Seguin L, Therruen R. The components of women’s satisfaction 
with maternity care. Birth J 1998; 16 (3): 109-113. 
93- Jacopy A. Women’s preferences for and satisfaction with current 
procedures in child birth-findings from a national study. 
Midwifery J 1987; 3 P. 117-124. 
 
 Episiotomy vs Non Episiotomy  
(Questionnaire) 
  
Hospital ..                                                                          
Consent  
Patients address  
Tel  
Date. 
 
Section 1 
 
(1) Name (ID.NO.): 
 
Age:  2)(  
 
(3) Education: 
 
5-University graduate & postgraduate 4- Secondary 3- intermediate 2-primary  1-illiterate 
     
 
(4) Occupation: 
 
5- Others 4- Professional 3- Employee 2- Worker 1- HW 
     
 
(5) Average daily household expenditure: SD... 
 
(6) Residence: 
 
3- 3rd class 2- 2nd class 1- 1st class 
   
 
(7) Husband occupation:  
5- Others 4- Professional 3- Employee 2- Worker 1- No job 
     
 
(8) Social class: 
3- High 2-Moderate 1-Low 
   
 
(9) Parity: 
3-Para V+ 2-Para II-IV 1- para 1 
   
 
 
(10)   FGM classification: 
5-FGM4 4-FGM3 3-FGM2 2-FGM1 1-FGM0 
     
 
 
(11) No. of previous episiotomies: 
3-More than one 2-One 1-None 
   
 
(12) Previous tear:                                                                     
2-No 1-yes 
    
 
     (13) If yes :site 
 
 
Previous Infection: 
 
(14) Episiotomy: 
2- No 1- Yes 
  
 
(15) Tear: 
2- No 1- Yes 
  
 
Healing: 
3- Not healed 2-Incomplete 1-Complete  
   (16) Episiotomy 
   (17) Tear 
 
Re-suturing: 
2- No 1-Yes  
  (18) Episiotomy 
  (19) Tear 
 
Current delivery 
 
(20) De circumcision: 
2- No 1- Yes 
  
 
(21) Episiotomy: 
2- No 1- Yes 
  
 
 
(22) Tear:                                                                                     
2- No 1- Yes 
  
 
(23) If yes:  
site: 
 
(24) Degree:   
4th 3rd 2nd 1st 
    
 
(25) Sutured: 
2- No 1- Yes 
  
 
(26) Bleeding. 
 
(27) Apgar score (5 min.) 
 
)hrs later48 -24(Immediate follow up  
 
(28) pain : 
None 
0 
Mild 
1-4 
Moderate 
5-8 
Severe 
8-10 
 
    (a)Recircumcision 
    (b)Episiotomies 
    (c)Tear  
    (d) Perineum 
 
 
(29) pain when : 
e- Defecating d-Urinating c-Laying down b-Sitting a- Walking 
     
 
 
(30)  Analgesia : 
2-No 1-Yes 
  
 
 
(31) Type of analgesia : 
b- Parenteral a-Oral 
3-Others 2-Pethidine 1-NSAIDs 3-Others 2-NSAIDs 1-Paracetamol 
      
 
 
2Section  
)days14 -10( follow up nd2 
 
(32) Pain: 
 
None 
0 
Mild 
1-4 
Moderate 
5-8 
Severe 
8-10 
 
    (a)Recircumcision 
    (b)Episiotomies 
    (c)Tear  
    (d) Perineum 
 
 
(33) Pain when: 
e- Defecating d-Urinating c-Laying down b-Sitting a- Walking 
     
 
 
(34) Analgesia: 
2- No 1-Yes 
  
 
(35)   Type of Analgesia: 
b- Parenteral a-Oral 
3-Others 2-Pethidine 1-NSAIDs 3-Others 2-NSAIDs 1-Paracetamol 
      
  
 
Infection:  
2-No 1-Yes  
  (36)Recircumcision 
  (37)Episiotomies 
  (38)Tear  
  
Sutured: 
2-No 1-Yes  
  (39)Recircumcision 
  (40)Episiotomies 
  (41)Tear  
  
If tear : 
4-Air 3-Hard&soft 2-Hard not soft 1-complete  
    (42) Fecal incontinence 
  
Healing : 
3- Not healed 2-Incomplete 1- Complete  
   (43)Recircumcision 
   (44)Episiotomies 
   (45)Tear  
  
(46) Satisfaction (compared to previous deliveries): 
4-Don’t know 3- Same 2- Worse 1- Better 
    
  
  
  
  
FGM = Female genital Mutilation. 
FGM0 = No circumcision. 
FGM1 = Total or partial removal of the clitoris. 
FGM2 = FGM1 + total or partial excision of the labia minora. 
FGM3 = FGM2 + total or partial excision of labia majora + infabulation(stitching &narrowing. 
FGM4 = Unclassified ( piercing,pricking, cauterization,etc...)NB; Not common in Sudan. 
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